Hypertension is a common medical problem encountered in clinical practice in developed, as well as, in developing countries, affecting both urban and rural population. It is one of the leading causes of the cardiovascular complications like myocardial infarction, heart failure and stroke. Moreover, clustering of other risk factors of ischemic heart diseases is associated with hypertension. Almost l/3 rd of end-stage renal disease requiring hemodialysis are due to hypertensive renal diseases. Different clinical trials showed that control of hypertension by life style modification and pharmacological interventions reduce the risk of complications like stroke, myocardial infarction and heart failure. In ASCOT-BPLA trial, amlodipine and perindopril provide mortality and morbidity benefit as compared to beta-blockers and diuretics and this trial influenced the modification of many national and international guidelines. Four drugs like angiotensin converting enzyme inhibitor (ACEi), calcium channel blocker (CCB), angiotensin receptor blocker (ARB) and diuretic are brought in the front line and beta blocker has been advocated in case of compelling ground. In ADVANCE trial, combination of perindopril and indapamide showed the benefits of blood pressure reduction along with reduction of both microvascular and macrovascular events in diabetic hypertensive patients.
Clinicians know lot about antihypertensive drugs but face problem at what blood pressure threshold, treatment should be started to reach a target blood pressure level as goal of treatment for the clinical benefit of patients. The problem of relationship of J point has also barred the doctors for taking therapeutic measures aggressively because the level of blood pressure achieved at certain point of treatment is not beneficial rather increase the cardiovascular events. Finding of Syst-Eur trial differ with the J-shaped phenomena regarding too much lowering the blood pressure.
Since, 1977, different guidelines have been put forward from different societies and many muntries. Recommendation of JNC-7 regarding definition and classification was widely accepted and practiced for more than one era. In 2014, experts panel members appointed to the Eighth Joint National Committee came out with an evidence based guideline for the nanagement of high blood pressure in adults. Nine recommendations were given based on scientific evidence from randomized controlled trial or their own expert opinion. Patients at 60 years or older should have goal blood pressure less than 150/90 mmHg and those aging 30 to 59 years should have blood pressure less than 140/90 mmHg. The same thresholds and goals are recommended for hypertensive adults of less than 60 years having diabetes or non-diabetic chronic kidney diseases.
SPRINT trial was done in hypertensive patients with high cardiovascular risk, elderly patients ged > 75 years, CKD patients, patients with preexisting sub clinical or clinical cardiovascular disease, those with Framingham 10 years cardiovascular risk score of 15% or above, but all were without diabetes. This trial reports considerable reduction of primary outcomes including heart failure by 38%, death from cardiovascular cause by 25%, myocardial infarction by 17%, stroke by 11%, and non-MI acute coronary syndrome by 0%. In this trial, when target blood pressure had been less than 120 mmHg, risk of death from all cause was by 27%. Sprint trial uses automated office BP measurement that correlates more with home BP measurement than with auscultatory office BP measurement. Intensive BP control reduces the risk of heart failure due to more use of diuretics that drives the beneficial effect i.e. primary composite end point. Hypertension should be early detected by office BP measurement compared and confirmed by out-office BP measurement. Office BP measurement is used for high risk patient like elderly patient without orthostatic hypotension, proteinuric chronic kidney disease, eGFR < 60, patient with cardiovascular diseases risk of Framingham score more than 15%. Beneficial effect of the SPRINT trial could not be comparable with that of ACCORD trial as SPRINT study did not include diabetic patient. SPRINT research group reported serious adverse events like syncope, injurious fall, bradycardia, but hypotension, electrolyte imbalance, and acute kidney injury or acute renal failure were more concerning in intensive treatment group.
In diabetic patient systolic BP target should be < 140 mmHg but for patient with or without diabetes plus proteincreatinine ratio more than 500 mg/gm. (albumincreatinine ratio >300 mg/gm.) lower systolic BP target had been proposed for renal protection targeting SBP<130 mmHg.
The HOPE-3 trial showed that fixed-dose treatment with low-dose statin therapy, but not BP agents, is superior to placebo in reducing long-term cardiovascular events in an intermediate-risk population; the trial did not support aggressive lowering of blood pressure. Diastolic BP target should not be less than 70 mmHg because it raises the chance of ischemic heart events or risk of acute renal failure in diabetic patient.
Reduction of BP of in hypertensive patients is desirable up to the optimum level but appropriate measures taken by the clinician depend on one's judgment in the perspective of the patient's clinical condition. Results of ongoing and future therapeutic trials will determine the mode of management of hypertension in future. 
